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SUMMARY

Performing an explantation in the aesthetic
sector produces a bone defect that often
leaves an area for rehabilitation with
implants that must be regenerated with
different procedures. Block grafting can be
an alternative in cases where simultaneous
vertical and horizontal bone regeneration
is required. In the present clinical case, the
explantation of a malpositioned implant
in the aesthetic sector is shown, with
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an impossible rehabilitation that must
be removed, subsequently regenerating
the defect to be able to position a new
implant, this time in a situation that allows
a predictable and aesthetically satisfactory
rehabilitation.
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INTRODUCTION

Replacement with an immediate post-extraction im-
plant is a very common technique for teeth located on
the aesthetic front, especially the maxilla. In many cases,
in order to stabilise these implants, the aim is to increa-
se their length (apical anchorage) and the morphology
or the previous defect left by the alveolus sometimes
forces us to an excessive over-angulation of the implant
or a too vestibularised placement, with the subsequent
difficulty of an adequate prosthetic rehabilitation'2. The-
refore, to perform a correct planning of each of the cases
in this area it should be carried out leaving for a later
phase (either completely postponed after healing or du-
ring early bone healing) the placement of the implant,
allowing us to correct some of these errors®3,

When a patient presents an implant located in the aes-
thetic sector with infectious problems or incorrect pla-
cement, which prevents its correct rehabilitation, the
treatment plan is complicated, since the case must be
started again, but in both hard and soft tissue with wor-
se conditions that at the beginning of the treatment®.
Therefore, having a technique that allows removing the
implant with the least possible bone loss in the area is
ideal, since this ensures a better starting situation for
the new implant regeneration and rehabilitation®. The
used atraumatic explantation kit (KEXIM- Biotechnolo-
gy Institute®)>8 ensures the removal of the implant wi-
thout damaging the bone tissue in which it is located,
in a quick and simple way, being able to subsequently
insert a new implant in the same area and surgical pro-
cedure in those cases where it is indicated.

In this clinical case, there is an implant placed in an
erroneous position in the anterior sector, in an area
where the rehabilitation space is seriously compromi-
sed (lateral incisor zone), and where one must be as
conservative as possible in the explantation to have
a better chance. In the development of the case, the
planning performed for its explantation, regeneration
and subsequent insertion of a new implant is shown,
along with its prosthetic rehabilitation and the fo-
llow-up of the case over time to verify that the stability
of the treatment performed is maintained.

CLINICAL CASE

We present the case of a 36-year-old woman who co-
mes to the clinic demanding solution for an implant lo-
cated in position 1.2. This implant has carried a rehabi-
litation with a crown for a short period of time in which
an important mucositis and loss of the thickness of the
gingival tissue occurred, for which the crown was re-
moved. The patient has a provisional removable crown
and the soft tissue surrounding the area of the initial
emergency of the implant-supported prosthesis is in
bad condition, with a significant loss of thickness and
the remains of a soft tissue fistula (Figures 1-4).

To continue with the study of the case, a Cone Beam is
performed where we can observe three-dimensionally
the position of the implant located in position 1.2. In
the sectional cuts it is visualized completely positioned
toward vestibular with an almost complete resorption
of the cortical bone of this area, which explains the un-
derlying soft tissue problems. The periapical radiogra-
phy shows the position of the implant with respect to
adjacent teeth (Figures 5 and 6). With this image we
proceed to create a flap and the explantation of the
implant. The crown located in tooth 1.1 is also remo-
ved to be able to make another crown that will serve
to support the provisional extension for zone 1.2, while
the first procedure heals. In this first approach a block
grafting obtained from the mandibular ramus is also
placed which is fixed with a microscrew in the area to
be regenerated where the vestibular cortical has been
lost. Once fixed and positioned, it is filled around the
block grafting with particulate bone obtained with a
bone-scraper of the same donor zone embedded in
PRGF-Endoret for better fixation and cellular viability
(Figures 7-9).

Four months later, a new dental cone-beam is performed
to quantify the gain obtained in width with the regenera-
tive procedure. It is observed in the sectional cut that a
crest width of more than 7 mm and a complete regene-
ration of the alveolar ridge has been achieved, allowing
the insertion of a new dental implant in the adequate
position (Figure 10). In the surgical reentry, the informa-
tion of the Cone-Beam is verified with a total integration
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Figures 7 and 8. Explantation of the implant where the defect left by the loss of the vestibular cortical is observed.
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Figure 9. Image of the placement of the block and particulate
graft to achieve filling the defect and obtain the 4 mm vertical
growth needed for the new implant.

Clhidny

Figure 10. Cone Beam planning where a complete regeneration
of the defect is observed.

Figures 11 and 12. Clinical images of the defect regeneration. It
is observed how a complete integration of the block grafting has
been achieved.

of the graft material, as shown in the clinical images at
the time of lifting the flap for the insertion of the implant
(Figures 11 and 12). The microscrew is removed and the
implant is placed, which is performed by vestibular com-
pression of the graft to gain in this manner even more
contour in this area (Figure 13). The implant is left in a
surgical phase, with a low healing abutment that allows
a subsequent location of the same without an aggressi-
ve soft tissue surgery when the construction of the pros-
thesis is initiated. The provisional crown remains as an
extension from the tooth 1.1.

Three months later, the prosthetic phase begins. The
state of the gingival tissue is correct, although at vesti-
bular level we would like to achieve a decrease of the
zenith of the future tooth, so a connective tissue graft is
planned that allows this more appropriate emergence
profile conformation. The case ends with E-max crowns
at the level of 1.2 and 1.1, achieving a harmonious smi-
le and fully integrated in the rest of the smile, regar-
ding colour, emergence and disposition of the gingival
margins (Figures 14-15). The patient continues a follow
up for years, maintaining the stability of the performed
rehabilitation (Figure 16).

DISCUSSION

Advanced perimplantitis explantation or removal of im-
plants that are incorrectly positioned and which pros-
thetic rehabilitation is not possible, complying with
functional or aesthetic criteria, is a problem that we
have to face in our consultations and for which tools
are needed to facilitate the approach. Within the tech-
niques for dental implants removal, there are different
procedures, being those based on counter-torque that
have proved to be more simple, reliable and conserva-
tive with the bone tissue, key to later rehabilitate the
area with new dental implants®*°.

The concept of being able to perform an osseodisinte-
gration by counter-torque was introduced by different
authors in the 90s, performing experiments in which
different implant surfaces were tested and their abili-
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Figure 13. Juxtacrestal placement of the implant, which is used in
turn as an expander moving the graft toward the vestibular area
to gain a greater bone contour at this level.

Figures 14 and 15. Rehabilitation completed with the integration
of pieces 1.1 and 1.2 in the rest of the aesthetic front.

ty to achieve a better osseointegration with the coun-
ter-torque removal of the implants, based on the fact
that a better surface area would give higher removal
values (implant removal would be more expensive)'*6,
Later, this idea is taken up in different tests, among
them, those developed by our study group to design
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Figure 16. Follow-up radiography after 8 years, where the obtai-
ned result is maintained.

in an animal model an explantation kit based on coun-
ter-torque that is effective to remove different types of
implants with different morphologies and surfaces, in
the least traumatic possible manner’.

In the case of incorrect positioned implants, some-
times this defect is due to an initial bone deficit that
has caused the position of the implant to be conditio-
ned by the residual bone volume. On other occasions,
a greater defect has been generated in the bone than
originally existed when the implant technique was per-
formed incorrectly, resulting in a resorption of the al-
veolar bone'”8, this resorption frequently affects the
vestibular cortical, as in the present case. On numerous
occasions it is necessary to rebuild the alveolar ridge
in order to generate sufficient volume that allows the
insertion of the implant safely and with a suitable posi-
tion for its rehabilitation. When there is a total or par-
tial loss of the vestibular cortical bone one of the most
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used techniques for regeneration of the area is usually
a block graft®®. With this procedure we can regenerate
the width and height of the defect creating a new ab-
sent cortical, thus completely restoring the lost bone
architecture.

In cases like the one shown, of a single implant, an ad-
ditional expansion can also be generated with the im-
plant itself to correct the present defect. The insertion
of the implant with expansion gives us an extra correc-
tion that makes it gain even more volume at this level.
This technique of vestibular expansion of the graft once
integrated, through the preparation of the alveolus in
a way that generates compression, has been described
by our study group with good stable and lasting results

over time®. In this case, this procedure has also been
used restoring the contour in such an aesthetically im-
portant area as the lateral incisor.

CONCLUSIONS

Implants that are incorrectly positioned in the aesthetic
sector can be extracted in an atraumatic way and res-
hape the bone tissue that allows the insertion of a new
implant in the correct position from the point of view of
the posterior prosthetic rehabilitation. For this, atrauma-
tic extractors and different regeneration techniques can
be used depending on the bone defect to be restored.
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